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Elderly patients may benefit from surgery if a benign tumour4 or an acute high cervical disc protrusion5 is responsible, their characteristic clinical presentation allows selection of cases in whom investigation is warranted.
Case report
A woman aged 78 years developed pain in her shoulders, loss of bimanual dexterity and stiffness in her legs. The intrinsic muscles in her hands were wastd and propioception and pain were reduced in C8 and Ti dermatomes. The legs were normal. Cervical X-rays showed marked degeneration at C5/6 and C6/7 but a canal of adequate sagittal diameter. As collars relieved her symptoms, further investigation was deemed unnecessary.
Three years later her legs became unsteady and the problems returned. Despite adjustments to the collars her condition deteriorated. Myelography and CT scanning showed a posterior filling defect at C2 (Figure 1) . A fall backwards after investigation caused a respiratory arrest. Although resuscitated, the episode left her virtually paraplegic. Following removal of a chondroma of the arch of C2 and cranio-cervical stabilization by Luque rectangle, she made an excellent recovery and became independent again.
Discussion
Lesions in the high cervical region present in a distinctive manner. Early symptoms include occipital pain, disproportionate loss of position sense in the upper limbs in comparison to the legs, wasting of the intrinsic muscles N~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~Ij Figure of the hands and disturbance of the spinothalmic tracts6'7. Pyramidal signs appear later involving in order: the ipsilateral arm, then leg, contralateral leg and lastly arm6. Why posterior column loss is so prominent in lesions that are located above C4 is unknown. Possibly increased intradural pressure leads to chronic venous stasis in the central cord and arterial underperfusion that have their greatest impact on the cervical enlargement89 This patient had several ofthese symptoms initially. While cervical spondylotic myelopathy commonly presents with pyramidal signs in the legs and radicular signs in the arms, marked loss ofposition sense and severe wasting in the hands producing 'numb clumsy hands' should alert clinicians to pathology at a higher level. Most frequently this would be an extrinsic tumour but acute disc lesions above C4 in the elderly, though rare, present in a similar way'0. Both respond well to surgery4 5.
A most interesting point demonstrated in this case and a reason for investigation being delayed was the dramatic response to immobilization. Cervical mobility is known to be ofimportance in the development of cervical spondylotic myelopathyll"'5 in combination with chronic distortion from either bony or ligamentous narrowing'4"-9 and similar mechanisms must have been operative here. The resolution of symptoms which occurred when she wore the collar was presumably due to immobilization, as the tumour had not yet progrwed to cord compression, but 3 years later the nrrwing ofthe cervical canal by the tumour was sufficient to cause myelopathy without movement.
Although MRI may obviate the need for myelography in cases ofcord compression its expense and limited availability mean the latter remains the single best investigation of the cervical spinal canal and the elements it contains2a. Water soluble contrast agents make the procedure relatively benign even in the elderly. CT-scanning without intradural contrast will not delineate the relationship between cord and other Structures.
Awareness of the syndrome of 'numb clumsy hands' will allow investigation of those elderly patients with surgically remediable lesions. There are several aetiologic factors of portal hypertension. Obstruction of the main portal vein in non-cirrhotic patients is mainly due to thrombosis of various causes1.
Hydatid disease of the porta hepatis resulting in compression of the portal vein and manifestations of portal hypertension has not been reported before.
Case report A 48-year-old man, weighing 65 kg, was admitted with bleeding from the upper gastrointestinal tract.
At physical examination the patient was icteric and the liver was palpable. The laboratory values were as follows: haematocrit 36%, WBC 12.000 pc, total bilirubin 5 mg/dl with 80% conjugated. Alkaline phosphatase was 214 U, SGOT 29 U and SGPT 46 U. Endoscopy, performed the day after admission, revealed oesophageal varices, but no active bleeding could be demonstrated.
Ultrasonography and computerized tomography ( Figure 1 ) showed a huge hydatid cyst at the porta hepatis.
Splenography was performed after direct transdermal puncture of the spleen and the porta vein proved to be obstructed (Figure 2 ) at the level of porta hepatis. The patient was operated upon and a huge hydatid cyst was found, which occupied the right lobe ofthe liver extended to the porta hepatis and caused compression of the hepaticoduodenal ligament.
The cyst was evacuated and partial cystectomy was performed. Only the pericyst layer which was attachied to the liver parenchyma was left behind. Excision, of the pericyst which was attached to the common bile duct and the portal vein was removed with care due to collaterals. which caused excessive bleeding.
Portal vein pressure was found to be 33 mm EIO before the cyst was removed and dropped to 15 mm following excision of the cyst.
The patient had a smooth postoperative course and left the hospital on the 15th postoperative day.
The patient remains fit and well 4 years after operation with no clinical signs of portal hypertension.
During the last 30 years 320 patients with liver echi were admitted to our unit. One hundred and five patients presented with various complications. The main complication was rupture of the cyst into the biliary tree2. Only in one instance the cyst caused direct compression of the 0141-0768/90/ 020120-02/$02.00/0 o 1990 The Royal Society of Medicine
